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On Aprtl 29, 2009, at approximately 1:38 PM, the
StateAgencymwas notiﬁsdualaphone N
message, by ay Program @ Manager,

; repart an allegation of abuse that invoived Client
#1 which allegedly oceurred in his group home on :
April 29, 2008. He reported that a group home
staff (no name given) had bent his feft amm
mlrdshhback.whenﬂdﬂmhenudndbgo
to the bathroom {o wash up for the day pragram.

Pue to the nature of the incident and information
obtained from the administrativa review on May 4,
. 2008, an on-sita investigaion was Iinitiated on
May 29, 2009 by the SA, io verify compliance with
i federal reguiatory requirements. Findings of the

i inveetigation were based on observations at the
: group home and one day program, interviews
with Client #1, group home and day program
direct care , Nursing and administrative staff,
and raview of ciient and administrative recards;
including incident reports,

As a result of the findings, the SA could not
substantiste that Cllent #1 was physicaily sbused
by one or more staff persons, However a
determination was made that the faciilty falled be
in compliance with the standard level

! requirernents in Cliant Protections as evidenced :
F oy

A} The facily failed to report the aforementioned

allaged abuse as required the Faciiity’ s poli
and by federal and jocal regbzlatims.  polloy

8) The facliity failed to notity promplly the client's
r guardian of an allegation of abuse,

C) The facifity failad t> report the resuits of all

The Goveruning Body seeks
to ensure that all

; incidents surrounding

allegatione of abuse and
neglect are reported in
accordance to the policy
and procedures in place
for situations involving
individuals being served.

A) The allegation of abuse{
was reported in accordance

to the facilities policy.

| The governing body policy
i indicates that all

allegations shall be
brought to attention of
and reported to the
Program Director. In thisg

! case this was done by the

house manager.

B) The housge mapager

notified Client #i's grané'

-mother and was informed
that she wag already
aware,

H
i
i

4/28/0%

LABORATORY GIRECTOR'S GR PROVIDER/SUSPLIER REPRESENT FATIVE'S SIGNATURE

Anydaﬁdmeyoubmﬂmngmem dancte x which the i X
") deficiency wwthution

other safeguands . (Sne
MMMuamamﬂhm.

May be axcused from Ris thet
mmmﬁmmmwx;?ﬁn .

foliowing the date of For nirsing hernag, the sbave and plang of coraclion are discloaable 14
mulmmmmmmmmmmmuhm. ] o~ zre citad, an pian ol’p:on'adun hmq::;iommr
program participation,
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
3012 MILITARY RD, NW '
ST JOHN'S SCOMMUNITY SERVICES, INC WASHINGTON, DC 20018 .
04y ID SUMMARY STATIERENT OF DEFIGIENCIES ) PROVICER'S PLAN OF CORRECTION '
DEFICIENCY MUST BE PRECEDED BY FULL {EACH CORRECTIVE ACTION SHOULD PN
P?_ﬁx REGULATORY OR LSC IDENTIFYING INFORMATION) ) P%x GWEEDP?HDTG T}EAPFROPR;'AETE BATE
CIENCY) _
W 000 | Continued From page 1 woce! Client #1's day placement
investigations to the administrator or designated had already reported the
representative of to other officials in sceardance : (!inc ident to the proper
i ;g‘desnht.ﬁa law within five working days of the : _ [uthorities. The allegation
W 148 | 483.420(c)(5) COMMUNICATION WITH w 148wae reportad to the
CLIENTS, PARENTS & agency's Incident
Thae facility must nofify promptly the client's anagement Coordinator
Darenaoi; mﬁal:w of anysignlﬂirﬁ:ddenh,bm or (IMC) . IMC reported that :
i 10, setious finess. sccident deathy abcse, the was already in the 4/28/03
Or ufauthorizad shsence. system. An agengy report
) was completed and an
This STANDARD s not met as svidenced f;b;; investigation was initiated
Based oh intarview and record review, the iiity -
tailed to notify ty the client's family . with the staff in question
membar/medical surrogate of an aliegation of being placed on _
abusa for one of one client in the investigation, administrative leave :
(Client #1) : ;
' immediately. !
The finding includes; :
| Review of an unusual inokdent report dated Agtl ; .
28, 2008, on May 27, 2009, at approximately 5:00 ;
PM submitted byﬂweDayPrbgramCaseMamgar. .
revealed Client #1 had alloged that a staff persan | !
(no name given) at his group home, had bent his Lo
laft anm fowards his back, when foid that he
needad to go to the bathroom to wash up for the
day program,
intesview with the Residential Tesm Leader on
May 28, 2009, at approximately 10:56 AM
revealad Client #1 had a family mwimber who was
his legal medical'surrogste. Furthar interview ,
revealed the facility nottfied Client #1's family ’
; member/medical surrogate of the allegation of ;
, 8buse. I ; .
FORM CMS-2357(02-09) Previous Versiang Obaolats Bvant D89G 11 Faciity ID: 096168 ¥ continustion shewt Page 2 of.8
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9%29/2008
NAME OF FROVIDER OR BUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
BT JOHN'S MU 3012 MILITARY RD, NW
HIFS COMMUNITY SERVICES, ING WASHINGTON, DC 20015
o m | SUMMARY STATEMENT OF DEFICIENC/ES ) PROVIDER'S PLAN OF CORRECTION
PREFX mggwumw% PREFX &umwmmmmw mvﬁ%m
PEFICENCY)
W 148 ' Continued Erom page 2 | w14aThe governing body
' ' completed inter-agency
&mz&mmm&ﬁ report that indicates that
dated April 9, 2007, on May 28, 2009, at Client #1's family was ;
approximstely 12:10 PM revesled Client #1 did ' =4 :
have a family member who was his legal medioa! otified of‘the allegation,
| surmogate, e family indicated that
' they were already notified
Tha@umsnodbuxanndeﬂHmmztheﬂcmw ’ yw . Y ;
notified promptly the of the allegation.
dient's family member/medical surrogate of an :
allegation of abuse. i
W 149| 483.420{d)(1) STAFF TREATMENT OF W149 \
,CUEN?%N ) The facility implemented
L] 3 1
The facifity must develop.and Implement writren %ts , policy on um.mua
policies and proceduces that prohibit incidents regarding abuse,
mistreatment, neglect or sbuse of the client neglect or abuse of an
' [fndividual. It wae reported
Ehia ST. N}ID:RD is ::t met as G\ndﬂlgl;: by: immediately to the Program:
ased on interview ard record review, Racility ! i
falled to implement establishad proceduras of Pirector, Incident
feporting all unusual incidents that Impact the [Management Coordinator, 4/28/09
clients to the State Agency (SA) forone ofone | 3 3 . :
i Cllent in the investigation. (Client #1) QMRP, and his family. Both:
' . staff that was on shift at
The finding includes: the time of the alleged
Review of an unusual incident report dated Apri incident were placed on
28, 2009, on May 27, 20089, at approximately 5:00 suspension witheut pa
FmﬂsMMmuldhyﬂu;nuyPﬂxyan|CHsehhrnger P - ey
revealed c‘mﬁmwmaamm pending the results of the
(no nama givan) at his group home, had bent his investigation,
; left arm towards his back, when toid that he
[ needad to go to the bathroom to wesh up for the
day program.

'Intefviewwiththeﬂesidmﬁal'faam Leader on [ :
FORM CMS-2567{02-80) Pravieus Virsions Obsolete Event ID:SZBC 1 Facilty 10 062188 ifcmﬂnuaﬁmsru.gm 3ole
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 60DE
3012 MILITARY R, NW
ST JOHN'S COMMUNITY SERVICES, NG " . DC 20015 |
00 10 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIGER'S PLAN OF CORRECTION o)
OEFICIENCY MUST BY FuLL i
| ARORAR R et ra e o, | MEX | ORI e | caon
W 148 Continued From page 3 | W48 ,
May 28, 2009, at approximately 10:00 AM The allegation
revealed 'H':e Day m;gﬂ Umalthﬂager was reported to the
informed ar on " 2009, ap| = i
2:10 PM of Client #1's allegation of abuse, In an agency's Incident
Interview with the Residential Tean: Leader on Management Coordinator
May 28, 2009, at approximately 11:10 AM %t was
: scknewledged that the facillty did not document (IMC) , IMC reported that | -}
the aflegation of abusa and fajled to notity the the was already in the ‘u/z8/ 0_59
Eeﬁmem of Hmngmozfmam of system. An agency repoxrt
; anmrdingl to the facilty's poficy. e was completed and an
iinvestigation was initiated
Interview with Cllent #1 on May 28, 2009, at S g ot ion
approximately 11:50 AM reveaied alleged that "a w ¢ stalft in questio
man "(no name given) &t his group home, had being placed on
bent his left arm towards his back » when told that administrative leave
he nesded to go to the bathroom at € o'clock ;
(date unknown) to wash up for the day program. immediately. .
Furthar interview revealed Client #1 only reported _ 1
the allegation cf abusa to the Day Program Case | ,
Managef. .
: Interviow with the Licensed Practival Nurse LPN
#1) on May 28, 2009, at appresémately 1:10 PM
revaaled that on April 29, 2009, st a

11:20 AM, Client #1 allegedﬁnt"am_an"in his
group home bent hic left arm towards his back, . .;
when'newbuidnu:gobuaebamroomwmhup ;
for the day program. Further interview revezlad :
Chient #1 was cbserved to have a small scrateh :
on the inner aspect of his left arm. ;

! Interview with the LPN £2 on Mgy 28, 2009, at

" approximataly 1:30 PM revesled that on Aprit 29,

1 2008, at approximately 10:15 AM, Client #1 stated

mmm-mmmsmmmmmawm

reveaied on o Fum'rommyﬂ ' '
on hal same day at app 00 :

;'AM.ClientH fetumed fo the nursing station |
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PRINTED;
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
C CARE & | 8 .
ﬁﬁm on nmelsuot':‘tss (x1) innaw%r;‘rmm 2:2: u:::s CONSTRUCTION (X3 DATE GURVEY
c
0sG1es oyme 0%20/2000 |
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIf* GODE :
ST JOHN'S COMMUNITY SERVICES, ING m'""m o - 30018 -f
oW D | SUMMARY STATEMENT OF DEFICIENGIES © PROVIDER'S PLAN OF CORRECTION . om
H {EACH DEFICIENCY MUST 9E PREC Py {EACH CORRECTIVE ! GOMPLENON
TAG '  REGULATORY OR m%%ﬁﬁ P;er;u CROBS-REFERENCED Tﬂﬁé‘ mﬁ [ DATE
W 149 | Continued Erom page 4 W 149 Client§#l family was :
accompanied by his case manager and alleged . notified of the allegation 4/28/09
ﬂ’:; somecna in his group home had bent hig and an incident report was ‘
arm. completed.
‘Interview with the Day Program Case Manager on
: May 28, 2008, at approximately 1:44 PM revealed
that Client#1 reported that "a man" in the growp |
home bent his left hand behind his back when he |
refused 1o go into the bathroom to wash up for
the day program on Aprit 29, 2008. A
message was left at the group home (time
unknown) on Aprit 29, 2008, ragarding Client #1's
allegation of abuse, Further interview revaaled the
facilty's Residential Team Leader calied the Day
Program Csse on Aprit 28, 2008, at
gﬁp:rm;lrrahly 308 Prfagdwasmfamed of
nt #1's allegation of abuse, '
This iz a known behavior fdr
E'R’“e"’l I "‘fci hl ﬁﬁ:gﬁ’?ﬁg‘w ot Client #1 and it continuesg
approximately 11:30 AM revealed “he ﬂ"equu{ﬂy to be included in his
:g'ﬁ"‘ and HI’M?F;! u"';:fﬂﬁ peychological assesgment.
member fired™. getas This behavior waa dropped
iew of an Ineident R ing policy dated from his behavior data .
! Review Incident Reporting po :
i October 2008, on June 1, 2009, st approximatsly sheets due to no §/15/09
::50 PM rwealchl the faciiity “shall have tr:rtithv;n Sccurrences in some time.
ocumentation of afl unusual incidents :
impact the person served® (.. "instances of ‘I‘l:us information wa:&s sharecil
 alleged or suspected sbuse”) “Inoldent reports” with the psychologiszt. ;
: will serve to notity and inform the administration, :
applicable state agendles, and provide
documantation for subsequent review and
investigation of Incidents,
There was no documented evidance the facility
. implemented its sgtablishad procedures of
f reporting all unusual incideriis that impact the

Fommmmnmvmm

Evart K 520G11

Faclthy 107, 003183
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE -
3012 MILITARY RD, NW
ST JOHN'S COMMUNTTY SERVICES, INC WASHINGTON, DC 20015
oD SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S FLAN OF GORRECTION oy .
PREFDX (EACH DERICY BE PRECEDED PREFIX (EACH CORRECTIVE ACTION SHOULD COMPLETSON
TAG mmmg%mﬁ% TAQ CROSS-REFERENCED TO THE AFFMFHBMETE DATE
W 148! Continued From page 5 W49
clients (o the SA,
W 1568 | 483.420(d)4) STAFF TREATMENT OF' W 158
CLIENTS i ;
The results of all Investigations must be reported |
to the administrator or designated reprosentative
 OF 0 other officials in sccordance with State law
within five working days of the incident. :
This STANDARD is not met as evidenced by;
=gcash?dmmginwm record reviw;n gle The allegation
incidlzncas of m orm as xepoxted to the
complated within fiva working days for one of one gency's Incident
glient In the tnvestigation. (Client #1) Management Coordinator
The finding includes: (IMC) . IMC reported that
Telephone intarview with the facity's Incident the was already in the 1/28/09
-{ Management Coordinator on May 28, 2008, at system. An agency report
approximatsly 11:00 AM reveaiad that on April 29, as completed and an
2009, Client 1hada|lagodtomoDamegmn . o2
Case Manager that a staff person (no name investigation was initiateq
given) at his group home, had bent his left arm with the staff in queastion .
towardshlsback.%entdd-hathenndedhgo bei laced on
. to the bathroom to wash up for the day program. eihg pla ©
i Further nterview revesied SM#; and Staff#2 administrative leave
were immediately piaced on administrative leave ; ;
on Aprit 29, 2009, panding the outtome of the '?‘mmedlatel? - The
investigation, inveatigation took longex
Review of sn gative repornt April 20, than expected to ensure the
2009, on June 1, 2009 at approximately 3:35 P information provided was
reveal:gd Gliont#‘l'sz;?%on of abuse was substantial due to Client
laﬂerlm hgg,%,_;'ww‘mm : . [#1 history of telling falsﬁ
) stories because he is upset!
lFTlfrerewasmt'\rlclem:ethol’av.:lit)mnsuredthaatail with his staff. f

FORM CMS-2567(02-06) Praviotss Varsions Cheorem Evert 10: 825G:13 Fecily 1D: 00G163 I continuation sheat Page 6 of 6
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C
reatse = vsza2000
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, SITY, STATE, ZiP CODE
. 3012 MILITARY R, NW
ST JOHNS COMMUNITY SERVICES, INC WASHINGTON, DC 20018 :
QA3 ID | SULIAARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN GF CORRECTION D oondl)
P%ﬂ " REGULATORY DRt m% "Ofgz\% TAG &mmm THE AFPM?AETE DaTE
DEFICIENCY)
W 188! Continued From page 8 W 156
 aliegations of abuse were investigated and
campleted within five working day.
W 169, 483.430(a) QUALIFIED MENTAL W 159
| RETARDATION PROFESSIONAL
£ach client's active treatment program must be
integrated, coardinated and monitored bya
qualified mental retardation professional,
! Fhe facility implemented
This STANDARD s not met as evidenoed by: its policy on unusual
g‘;mgwwmm ! incidents regarding abuse,
(QMRP) failed to ensure the coordination of . heglect or abuse of an
! mg’ ane of one client in the investigation, individual. It was reported
immediately to the Program
The finding includes: , irector, Incident
Cross Refer to W 149. The QMRP faied to anagement Coordinator, #/28/09
engure the |21fplornar;:ﬁ:“n of m tat QMRP, and his family, Both ;
procedures of repo, unasyal i
impact the clents to the State Agency as taff tha_t was on shift at
: evidenced by he time of the alleged
| Review of an unusual incident repert dated Aol neident were placed om |
29, zogn;ﬁ on May 27, 2008, at approximately 5:00 uspension without pay
PMsu ﬂhdbyﬂleDamegmmCaseManager . s
: lod Chient #1 had af J that a staff person .enda.n?; th? results of th.c'a
[ {no name given) at his group home, had bent his | anvestigation. The Staff in
: left amm towairds his back, when toid that he the will be trained on the
naedadw-gommebammnmwashupforme . \ ;
day program, reporting of incidents that
, | W with the R . pcour outside of our agency,
N an Interv] @ Residential Team Leader
 on May 28, 2009, at approximately 11-40 AM & that involve the '
) Was acknowladged that the facility did not tndividuale the agency E/25/09
; document the allegation of abuse and failed to Berves : .
notify the Department of Health (DOH) of the ' ;

FORM CMS-2087(02:08) Pravious Yersions Cbeclar Event ID; $S29G 11 Facly 006G 188 if cantinuetion sheet Page 7 of g
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. £ A BUILDING _ GOMPLETED ‘
B, WikG c )
052902008 |
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP GODE '
3012 MLITARY RD, MW
ST JOHN'S COMMUNITY SERVICES, INC WASHINGTON, DC 20015
X&) ID SUMMARY STATEMENT OF DEFIGIENCIES Yo PROVIDER'S PLAN OF GORRECTION
{EACH DEFICIENCY MUST BE PRECE (EACK CORRETTIVE ACTION SHOLLD
Pﬁ;u REGULATORY OR LSC HIENTIFYING ﬁﬁﬁ% - @}E;“ cnose-mensggslu mmmomnf'rs i DATE
W 159 Continued From page 7 W 158 . '

| allegation of abuse reported by Client #1 on April The OMRP was notified of

128, 2008, according to the facility's poiity, i tha allegation and process
Review of an Incident dated of . no!':ifylng the requ.’f.red |
Oclober 2008, on June 1, 2009, ot approximately gencies was already in
4:50 PM rav:eal!d the faciiity “shall have written rogress. The IMC, Program
documentation of aff unusual incidents that
impact the person setved™ (i.e. "instances of irector, and family.
allaged or suspected abuse™) “incident reports” Answers Please . DOH, and
wnsemhonoﬁlyandhfurmmadmhmbm. i . 3 & tified
applicable state agencies, and provide 0IG were alrsady no &

| documentation for subsequent review and by the Day Placement. The
investigation of incidants. . Incident Management Coord. L ,

{ There was no documented evidence the QMRP indicated that the /28/09
Implemented the facility's established procedures s :
of reporting ait unisual incidents that impact the allegation was already in
clients to the 8A, : the system., The

investigation hag already
began. The staff in ]
question was pulled from ) i
‘the shift and piaced on .
suspension in accordance :
, with the facility's policy E

on allegation of abuse, ;

i neglect, mistreatment, ang |
exploitation.

FORM CMS-2587(02-08) Pravious Varsions Obaslets Buwrk ID: SZG11 Faciity @ 03G 168 if confinisation sheet Page soﬁ.a
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inietrati FORM APPROVED
STATEMENT OF DEFICIENCIES 1) PROVICBR/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (x%) DATE SUrvey
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
TION A BULDING wm'z‘“
HeDes.o1es mhi oarzer200
NAME OF PROVIDER OR SUPPIIER STREET ADPRESS, CITY, STATY, ZIP CODE ’
3012 MILITARY RD, NW
ST JOHN'S COMMUNITY SERVICES, INC WASHINGTON, DG 2001
L SUMMARY STATEMENT OF DEFICIENCIES , " PROVIDER'S PLAN OF CORRECTION P e
{EACH DEFICIENCY MUST BE PRECEDED Gy PREFIX (EACH CORRECTIVE ACTION SHOLALD ' oo
P?AE;R : REGULATORY OR LSG IDENTIFYING INFOﬂmHT%LN} 1 O TRE ?Ag'r! ! m-;gm
[ A0 cms-nmgcgu APPROPR ‘
| EFGENCY)
lDOCk,l INITIAL COMMENTS . tog [The Governing Body seeks
! to ensure that all
| On Apei 29, 2003, at appraximatsly 1:38 PM, the " |incidents surrounding
ts;':m;p Nl (gfé:: &oat:‘ﬁed (via tal,e&hone) by allegations of abuse and
! oo B o it e lect oxted i
; message 1o report an aliegation of abyse that neg.ect are repoxted in
“invoived Resident #1 which allegediy occurred in accordance to the pol icy
, his group home on Apri 29, 2000 : and procedures in place
| On May 4, 2000 a1 8:10 AM, the SA contacted the for situations _involving
- Day Program Cese Managaer via telophone whe individuals being served.

stated that on Aprit 29, 2009, Resideat #1
mportedﬂ\atashfrpamm(mnamegiven)at

| his group home, had bent his left arm fowards his
back, when told that he needed 1o go to the

| bathroom to wash up for the day program,

[

{ An onshe investigation was Initiated on May 28,
2003, to verify compliance with federal reguiatory

- requiremants,

: A) The allegation of abuse

/ The findings of the investigation were based on was reported in accordance

. Observations at the group home and ane day to the facilities poliey.

| Program, interviews with Residenti, group home

{ and day program direct care staff, nursing and The governing body policy .
administrative sl:afl';:nd re[vlewofcﬁent and indicates that all 4/28/09 "
 administrative records; including incident reports, allegations shall be :
" 1 Asa result of the findings the SA could not brought to attention of
| substantiate that Resident #1 was physicatly
i abused by one or more staff persons, However g and reported to the
! _detemiqaﬁon was made that the facifity failad be tProgram Director. In this
' :’vm&m With the state raquirements as case this was done by the
; by: house manager.
| A) The faciity failed to report tha aforementioned
i' alleged abuse as required by the facilty' & policy B} The house managexr
: 3nd locaf regulatione, notified Client #1's
i B) The facility failed to nolify promptiy the grand-mother and was
[ resident's family/medical surogate guardian of informed that she was
; 8n allegation of abuse, already aware. '
Health Reguiahon AGTIGTon :
i T TRETATE

3Z9G11 . ¥ continuption sheet forg
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STATEMENT OF DERGIENCIES

AND PLAN OF CORRECTION 1) PROVDCRSY

IZENTIFICATION NUMBER:
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X2) MULTIPLE QONSTRUCTION

A BULDING
B, WING

(R} DATE SLURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER
ST JOHN'S COMMUNITY SERVICES, ING

STREET ADORESS, CITY, STATE, ZIP CODE

3012 MILITARY RD, Nw
WASHINGTON, DG 20018

X4y ID
PREFIX |
TAG |

!

1 SUMMARY STATEMENT OF DEPICIENCIES
(EACH CEFICIENCY MUST BE PREGEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

OATE ¢

i zoz[ 3508.2 PERSONNEL POLICIES

!
;Eachstgﬂpemonshallhavaawmanjob

i responsibilities and duties and supervisory
, control.

; This Statute isnotmetase\ridetmdbx

i Based on intervlawmeGHMRPfailedboensure
; that written job descriptions far two of two direct
| care staff invoived in the j N werg
‘availabhforreview.(suffﬁ and Staff #2)

; The finding includes:

| .
i m\aﬂmmeﬂesidmﬁaﬂw:;.eaderm

, 2008 &t approximately 12:18 PM
. Tovealed that written job desariptions for staff
iwareinmehuﬂltrsmainofﬁce.Fummnm
ireveebdmatmemnjobd&wipﬁorswould
‘beprovidedformiewfor&hﬁﬂandsumﬂ
by May 29, 2008,

There wag no documenied evidence to ensyre
written job descriptions had been Steff
#1 and Staff #2 a3 of June 2, 2008,

1208 3509.6 PERSONNEL POLICIES

: Each emplayea, prior 10 employment and
annually therssfter, shall provide a physician ' s

certification that a health inventory has been

, perfumedmdmatmsempbyne‘shedmm
m allow him or her to- perform the reguired

|
|

This Siatute lsnotmetaswldencedby:

; description, which details esch of his or her majar

(208

taff #1 job description

s reviewed 9/4/08 and
Staff #2 job description
Wwas completed on 6/4/08.
The evidence gf the
completion is attached for
review.

8/4/08
§/4/08

Staff #1 Health certificatsJIZM/OSj
was completed on 2/4/2009. | :
Staff #2 physical was

completed cn 10/9/08. 1/8/08

Health
STATE FORM

Tastyal

STG1 ¥ conliniation alwet 2 oF 5
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P2} MULTIPLE CONSTRUCTION (%2 DATE SURVEY
A BUONG GOMPLETED
B.WING o]
R 05/28/2000 |
NAME OF PROVIDER OR SUPPLIZR STAEET ADDRESS, GITY, STATE, 2P GOOE .
8T JOHN'S COMMUNITY SERVICES, INC ST RO, MW ,
oD | SUMMARY STATEMENT OF DEFICIENCIES B | PROVIGER'S PLAN OF CORREDTION | o
FREFIX | [EACHDEFICIENCY MUST BE PRECEDED By FULL (EACH CORRECTIVE AGTION SHOULD CONPLETE
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) vy mmmsbng?mmmo#ﬁ fl DATE
1208 Continued From page 2 1208 |Staff #1 Health cerFiricat j
| Based on interv the GHMRP failed o was completed on 2/4/2?09. : /4/(.13i
! that annual health certificates/ inventories was Staff #2 health certificate i
;ubhinadthOQﬂWOdMMSﬂﬂimm leted 10/%/08. [10/9/08
In the investigaton. (Staff #1 and Stalf £2) vas completed on 10/s/ /8/ |
fTheﬁndIngmcluds‘ : i .
| Intorview with the Residential Team Leader on |
| May 28, 2009 at approximetely 12:18 PM

| revealed that the heaith cartificates for staff were
! in the facility's main office. Further intervisw

| revesied that the heaith ceriificates would be

. providad for review for Staff #1 and Staff £2 by
iMayze. 2008,

3 There was ho documented avidence ¥ ensure
; that annual health cettificatess inventories was
| obtained for Staff #1 and Stalf #2 as of June 2,
;M.

1324} 35485 EMERGENCIES . 1374
' Afar medical services have been secured, gach

GHMRP shall promptly nofify the resident ' 5
 guardian, his or her next of Kin if the resident has

| no guardian, or the rapresantative of the The house manager :

" sponscring agency of the resident ' s status a3 i ' ;
. 800N a8 possible, follawsd by written nofice and notified Client #1's 4728/ °;9]
 dacumentation na later than forty-eight (48) hours grand-mother and was =

| after the incident. . informed that she was

| This Statute is not met as evidenced by: already aware,

' Bssedmsﬂ#hmmmmmvlsw.m

[ GHMRPfailedhprovideevidenceofﬂu prompt
i notification ofparentsorguarﬂiansof:ignmam
| InCidents, for one of one resident in the

[ investigation. (Resident #1)

r The finding includes:
mmlmm ‘ - i

STATE FORM b 828G11 " Resntruation sheat 3 or's
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_Heslth FORM APFROVED
STATEMENT OF DEMIGIENCIES DUty PROVIDERBUPPLIER/CLLA 0%2) MULTIPLE CO!
AND PLAN OF CORREGTION ' NETRUCTION 02) DATE StiRviry
{DENTIFICATION NUMBER: A BULDNG COMPLETED
- HFRO3-0193% §. WiNG mggm
 NAME OF PROVIDER OR SUFPLIER SYREET ADDRESE, GTY, STATE, 2P CODE
5012 MILITARY RD, NW
oW | SUMWARY STATENMENT OF DEFIGENCLES o PROVIDER'S PLAN OF CORRECTION -
PREFIX | (EACH DENCIENCY NLIST BE PRECEDGD HY FULL (EAGH N
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cmnw ?ﬂ'&"ﬁ?“@%‘u OATE
1374 ! Continued From page 3 13
o Review of an unn::: ineident deted A ™ The report was completed
29' m’ on my27‘ 2m’ at apm”m-h’tgt_fm by the Day Placement . The
:‘«M submitted by the Day Program Case OMRP wag notified of ,
s;;sger m‘;&:ﬂ;ﬁgﬁﬁgmﬁl thata the allegation and process
hed Sent s left arm towards his back, when told of notifying the required !
g:::: dm zgﬂtﬂ the bathroom fo wash up agencies was already in
' progress. The IMC, Program
!zmwm the House hf!anageronMay 28, Director, and family. :
| Resid s hadafamil;o'ssm! mhm Answers Please, DOK, and 4/29/0%
. legal mlf:grrm?’gm Furgm iﬂm#i:w OIG were already notified .
. reves notifiod Resident #1's family b
Y the Day Placement. The
. membear/madical surrogata of the alagston of
abuse, Incident Management Coord.
. indicated that the
- Reviow of the t of Developments
Services (DDS) medics) su doeumenlt allegation was already in
dated April 9, 2007, on May 28, 2009, at the syatem. The
’ xXimately 12:10 PM revea Reside . ,
: 35," hn:ve afamily moe;ber whol\ﬁs e le;‘alm investigation had already.
medical surrogate, began. The staff in
There was no documented evid the facilt question was pulled from
 notified the the shift and placed on
: L“de“n ; 's mbwgmw’mm' Surogate of an suspension in accordance
| with the facility's policy 5
| 379] 3519.10 EMERGENCIES 1379 on allegation of abuge, | ‘
. ) . legt, mistreatment, ana :
| in addition to the reporting requitement in 3519, neg-eqt, d :
each GHMRP shall natiy ﬂ:q Departmant of S exploitation. é
Heaith, Health Faciiities Division of any other ‘ :
| unusual incident or event which substantially :‘
- interfares with a resident * s heaith, welfare, fiving 5
, rangement, well being or in any other way
% gi:::nudhwmdm at risk. Such notification shall
! ade by telephone immediataly and shall be
| followed up by written noBfication withirt ; :
m L '
BTATE FORM

S29a11
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HEDO3-0103 6. WiNa mcgm
NAME OF PROVIDER OR SUPPLIER + | STREET ADDRESS, GITY, STATE, 2 GO0 :
ST JOHN'S COMMUNITY SERVICES, ING WA, oD M
) SUMMARY STATEMENT OF DEFICENCIES o " PROMDER'S PLAN OF CORRECTION oS
PREFD, (EACH DEFICIENC'Y MUST BE PRECEDED BY PULL (EACH CORRECTIVE ACTION SMOULD COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Pf-fem Wammm@mﬁm OATE
. ] Eﬂﬂlc
1379 Continued From page 4 1378 he o ified
X e QMRP was notified of
i twenly-fou s or the work day. '
! y-four (24) hours or the next day. the allegation and process |
of notifying the reguired

This Statite is not met a8 evidenced by: pgencles was already in

m gr;a ul)'térview and reoorge review, the progress. The IMC, Program _
' Heafth (DOH), ﬁ;ﬁ"wm m&:’; Director, and family. /28/09

immediately nolified, followed by written swers Please, DOH, and

hotffication within 24 hours, of unysus) incidenty

that tantially interfered with @ recidents IG were already notified
 health, for one of one resident that resided in the Y the Day Placement. The : '
Hinvestigation. (Reeidant #1) ' ncident Management Coord. . :

The finding includes: ndicated that the :

i llegation was already in i

1Re\nawofanunusualinci¢entmpcttdatedApﬁ he system. The :

29, 2009, on May 27, 2009, at approximately 5:00 ¢ system. :

PM submittad by the Dey Program Casge investigation had al ready T

mpm(mnmmn)uhhmhome. . )
- had bent his left arm towards his back, when toid question was pulled from ;
’ ;2?21:::}““ Lo gom the bathroom to wash up the shift and placed on :
i program. suspension in accordance
| Interview with the Day Program Case Manager with the facility's policy r‘
!mMayZQ,ZGDO. at approximately 1:44 PM . ysp Y é
| revesled 3 e was ket 3¢ the on allegation of abuse, i
facil%{ﬂn: unkno\n:‘lj on April 28, 2009, neglect, mistreatment ; angd :
. regarding Resident #1's allegation of abuse, : '
| Further intarview reveaied the faciity’s House sxploitation.

Manager (HM) called the Day Program Casa
‘ Manager on April 29, 2009, at approximately 3.05
 PM and was Informed of Resident #1's alegation

of abuse,
| In an intsrview with the House Manager on
| 28, 2008, at approximately 11:10 AM anay
| acknowtedged that the facility did not decument

{
J

!meaﬂagaﬁm‘n'abuuandfaibdlonoﬁfyme
7]

STATE FORM - — | \ o oae
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FORM APPROVED
STATEMENT OF OEFICIENCIES 0ne \
AND PLAN OF CORRECTION B TP To eaeLA 0 MLTPLE CopTRUCTION 0 DATE suRvEY
. [ o
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, 2P GODE .:
ST JOKN'S COMMUNITY SERVICES, ING %’&ﬁw oo
TAS REGLATORY OR L3C IDENTIFYING mm%
1379 Continued From page 5
Department of Heaith (DOH) of the allegtion of the allegation and process
abuse reported ident #1 on Apri| 29, 2009, of notifying the required
according to the facility’s polity, agencies was already in
, . . . The IMC, Program
Review of an Incident Reporting policy dated progress
October 2008, on June 1, 2009, at approxdmataly pirector, and family,
4:50 PM revealed the facility "shall have writton Answers Please, DOH, and
documentation of all unusual h::idenumat 0IG were already notified
?m%‘:&miwnm:&f‘i "’;"ﬁ roes dm" by the Day Placement. The
wil 86rve 10 notily and inform the adminisiration, Incident Management Coord.
applicable siate agencies, and provide indicated that the
;lmumﬂn?lﬁbﬂ for subsequent review ang allegation was already in :
nvéstigation of incidents. the system. The 4/28/09:
Thers was no decumented evidence the facility investigation had already :
implernem,eldﬂs ‘?:bushed procedures of began. The staff in
reparting all unusual incidents that impact the question was pulled from
:cﬁentstntheSA. : ‘|the shift and placed on
| sugpension in accordance
IF with the facility's policy
j on allegation of abuse,
; neglect, mistreatment, and
; exXploitation.
i
s
1 ! \
| | :
abon Adminizaabon :
STATE FORM 829611 ¥oontnuaion sheet @ ofe
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NAME OF PROVIDER Ok SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
3012 MILITARY RD, NW
ST JOHN'S COMMUNITY SERVICES, INC WASHING TOR, DO o s
oo SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION L .
PREFEX (EACH DEFICTENGY MUST BE PRECEDED & CORREGTIVE ALTION SMOULD | CompLETE
TAG REGULATORY O wcmsﬁ%gm mmt‘;.mfm Fﬁa‘x cmwm?m»mwnﬁm | OATE 1
: DEFICIENCY) [ -
b* A
R 000! INITIAL COMMENTS R 000 The Govamzng Body szeeks
to ensure that all
On April 29, 2009, at approximately 1:38 PM, the incidents surrounding
State Agency {SA) was notifled (via telephone) by allegations of abuse and
wg: ﬁg&mmﬂ&mﬁa neglect are reported in
involved Resident #1 which al occured in accordance to the policy
¢ his group home on April 28, 2009, and procedures in place
¥
' for situationsg invelving
Si May 4, 2009 at 8:10 AM, the SA cantacted the individuale being served.
Day Program Case Manager via telephone who
stated that on April 29, 2009, Resident #1
reportad that a staff person (no name given) at A) The allegation of abuse
his g’“&i‘m&"g’:ﬂt h“" "t";:‘ m’“m wae reported in accordance
. bathroom to wash upmmdaypmmm‘ te the facilities pOll?Y. :
The governing body pol icy :
An onsite investigation was initiated on May 28, indicates that all 4/28/09
: 2003, to var:hy compliance with federal regulatory allegations shall be ;
 read : brought to attention of
The findings of the investigation ware based on and reported to the
:bmvam ﬂmﬂwmmupahgm ‘nﬁl ohe day Program Director. In this
; m'mdw'""mh'bm' v direct care mm’ I,“m;mg'lnquanl ':"" case this was done by the
sdministrative staff, and review of cllent and house manager.
administrative records; Including incident reports.
Asa mﬂgtm Wﬂ?;tegﬂdi"ﬂi “"'; SA couid not B) The house manager
Sutiatan esident #1 was physically notified Client #1's grand
- abused by one or more staff persons. However g
| detarmination was mads that the facillty falled be -mother and was informed :
;in oomz:noe with the state raquirements as that she was already '
j eviden . :
A) The facily falled 10 report the aforementionad aware. ‘
a!logadtbuseasrequirodbymefaciﬂy‘spoﬁcy .f
;r;drhlaw regu:ﬂons‘o :
e facility falled to notify prompty the :
resident's family/medical sufrogate guardian of :
Heaith N Administraion o e ——=
TITLE (TIDATE
LABORATORY DIRECTOR'S OR PROVIDER/BUPPLIER REPRESENTATIVES SIGNATURE
snﬁEFomu [
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FORM APPROVED

AND PLAN OF QORREQTION ol , {2 MULTIPLE CONSTRIETION (%) DATE SURVEY
) A, DULDING

2, WINQ c

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ST JOHN'S COMMUNITY SERVICES, ING WA o N

Py 0 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION oh
PREFIX |  (FACK DEFICIENCY MUST BE PRECEDED BY PULL PREFIX {EACH CORRSOTIVE ACTION SHOILD BE COMPLETE
TAG REGULATORY OR 1.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDTO THEAPPROPRIATE | DATR

R122| Continued From page 1 R 122
R 122 4701.2 BACKGROUND CHECK REQUIREMENT | R 122 Staff #1 background check

s provided in section 4701.6, ead was completed on 3/11/0sS. 3/11/95
facility shall obtain a criminal background check, Staff #2 background check ;

and shall either obtain or conduct a check of the 1 2 .
5 istict Of ColLmbia Nires A & ‘ was completed on 11/2%/0€
 before employing or using the contract services Please review attachments
of an unlicensed person, for details.

Thia Statute is not met as evidenced by

Based an nterview the GHMRP fsiled to ensure
criminal background checks had been abtained :
* befare employing 2 out of 2 direct support stalf :
: involved in the investigation. (Staff £1 and Staff i
| 82

! The finding includes: i
‘ Interview with the Residential Team Leader on

" May 28, 2009, at approximately 12:15 PM
| fevealod that the staff criminal
|

[

1/26/@6

— e e

checks were In the facifity's main office, Further :
| intarview revealed that the criminal background :
* ghecks would ba provided for review for Staff #1 !
. and Staff #2 employed in the facility by May 29,
» 2008,
: There was no documented avidence to ensure
: griminal background checks had baen obtained
: tznef%rggamptoying Staff #1 and Staff #2 as of June
. 2008, : '

820G11 If continuntion sheck 22



